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	LONG TERM CARE FACILITY

AUTHORIZATION



IN ORDER TO INDICATE THAT YOU HAVE BEEN INVOLVED IN YOUR OWN PLANNING AND THAT YOU DO WANT TO GO TO A NURSING HOME, YOU MUST SIGN THE STATEMENT BELOW:

REQUEST FOR LONG TERM CARE AUTHORIZATION

I, _______________________________________, request that DHSS authorize my placement at________________________________________documented on the attached AK-LTC-1. 

I authorize the Department of Health and Social Services to have access to my medical and treatment records to compile the needed information.  The information, my situation and my needs may be discussed with my family, my physician, the facility to which I am applying, and ______________________________________________.

It SHALL NOT be discussed with ___________________________________.

____________________


__________________________________

Date





Signature of Applicant







__________________________________







Address







__________________________________







Address

If a person is unable to apply on his/her own behalf, print name of person applying for him/her ___________________________.  Basis of authority for acting on applicant’s behalf: ______________.

If you are acting on a Power of Attorney, does the instrument contain a durable clause?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
  No

Relationship to applicant: _____________________________________

________________




____________________________________________________________
Date





Signature of individual applying on applicant’s behalf







____________________________________________________________






Street, Apt. P.O. Box






____________________________________________________________







City, State, Zip Code







____________________________________________







Phone #
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